
PRIVACY	POLICY	&	CLINIC	POLICIES	

THIS	NOTICE	DESCRIBES	HOW	MEDICAL	INFORMATION	ABOUT	YOU	MAY	BE	USED	AND	DISCLOSED	AND	HOW	YOU	CAN	GET	ACCESS	TO	
THIS	INFORMATION.	PLEASE	REVIEW	IT	CAREFULLY.	

The	Health	Insurance	Portability	and	Accountability	Act	of	1996	(HIPAA)	is	a	federal	program	that	requires	that	all	medical	and	dental	
records	and	other	individually	idenSfiable	health	informaSon	used	or	disclosed	by	us	in	any	form,	whether	electronically,	on	paper	or	

orally,	are	kept	properly	confidenSal.	This	Act	gives	you,	the	paSent,	significant	new	rights	to	understand	and	control	how	your	health	
informaSon	is	used.	HIPAA	provides	penalSes	for	covered	enSSes	that	misuse	Protected	Health	InformaSon	(PHI).	

This	NoSce	of	Privacy	PracSces	describes	how	we	may	use	and	disclose	your	Protected	Health	InformaSon	(PHI)	to	carry	out	treatment,	
payment	or	health	care	operaSons	(TPO)	and	for	other	purposes	that	are	permiXed	or	required	by	law.	It	also	describes	your	rights	to	

access	and	control	your	protected	health	informaSon.	"Protected	health	informaSon"	is	informaSon	about	you,	including	demographic	
informaSon,	that	may	idenSfy	you	and	that	relates	to	your	past,	present	or	future	physical	or	mental	health	or	condiSon	and	related	

health	care	services.	

Uses	and	Disclosures	of	Protected	Health	InformaSon		

	Your	Protected	Health	InformaSon	may	be	used	and	disclosed	by	your	physician,	our	office	staff	and	others	outside	of	our	office	that	
are	involved	in	your	care	and	treatment	for	the	purpose	of	providing	health	care	services	to	you,	to	pay	your	health	care	bills,	to	

support	the	operaSon	of	the	pracSce,	and	any	other	use	required	by	law.		

Treatment:	We	will	use	and	disclose	your	Protected	Health	InformaSon	to	provide,	coordinate,	or	manage	your	health	care	and	any	

related	services.	This	includes	the	coordinaSon	or	management	of	your	health	care	with	a	third	party.	For	example,	your	protected	
health	informaSon	may	be	provided	to	a	physician	to	whom	you	have	been	referred	to	ensure	that	the	health	care	professional	has	the	

necessary	informaSon	to	diagnose	or	treat	you.		

Payment:	Your	protected	health	informaSon	will	be	used,	as	needed,	to	obtain	payment	for	health	care	services.	For	example,	obtaining	

approval	for	a	hospital	stay	may	require	that	your	relevant	protected	health	informaSon	be	disclosed	to	the	health	plan	to	obtain	
approval	for	the	hospital	admission.		

Healthcare	OperaSons:	We	may	use	or	disclose,	as-needed,	your	protected	health	informaSon	in	order	to	support	the	business	
acSviSes	of	your	physician’s	pracSce.	These	acSviSes	include,	but	are	not	limited	to,	quality	assessment	acSviSes,	employee	review	

acSviSes,	and	conducSng	or	arranging	for	other	business	acSviSes.	We	may	use	or	disclose,	as	needed,	your	protected	health	
informaSon	to	support	the	business	acSviSes	of	this	pracSce.	In	addiSon,	we	may	use	a	sign-in	sheet	at	the	registraSon	desk	where	you	

will	be	asked	to	sign	your	name	and	indicate	your	physician.	We	may	also	call	you	by	name	in	the	waiSng	room	when	your	physician	is	
ready	to	see	you.	We	may	use	or	disclose	your	protected	health	informaSon,	as	necessary,	to	contact	you	to	remind	you	of	your	

appointment.	We	may	call	your	home	and	leave	a	message	(either	on	an	answering	machine	or	with	the	person	answering	the	phone)	
to	remind	you	of	an	upcoming	appointment,	the	need	to	schedule	a	new	appointment	or	to	call	our	office.	We	may	also	mail	a	postcard	

reminder	to	your	home	address.	If	you	would	prefer	that	we	call	or	contact	you	at	another	telephone	number	or	locaSon,	please	let	us	
know.		

We	may	use	or	disclose	your	protected	health	informaSon	in	the	following	situaSons	without	your	authorizaSon.	These	situaSons	
include:	as	Required	By	Law,	Public	Health	issues	required	by	law,	Communicable	Diseases:	Health	Oversight:	Abuse	or	Neglect:	Food	

and	Drug	AdministraSon	requirements:	Legal	Proceedings:	Law	Enforcement:	Coroners,	Funeral	Directors,	and	Organ	DonaSon:	
Research:	Criminal	AcSvity:	Military	AcSvity	and	NaSonal	Security:	Workers’	CompensaSon:	Inmates:	Required	Uses	and	Disclosures:	

Under	the	law,	we	must	make	disclosures	to	you	and	when	required	by	the	Secretary	of	the	Department	of	Health	and	Human	Services	
to	invesSgate	or	determine	our	compliance	with	the	requirements	of	HIPAA.		

	Other	PermiXed	and	Required	Uses	and	Disclosures	Will	Be	Made	Only	with	Your	Consent,	AuthorizaSon	or	Opportunity	to	Object	
unless	required	by	law.		

You	may	revoke	this	authorizaSon,	at	any	Sme,	in	wriSng,	except	to	the	extent	that	your	physician	or	the	physician’s	pracSce	has	taken	
an	acSon	in	reliance	on	the	use	or	disclosure	indicated	in	the	authorizaSon.	

Your	Rights		

	The	Following	is	a	statement	of	your	rights	with	respect	to	your	protected	health	informaSon.	You	have	the	right	to	inspect	and	copy	

your	protected	health	informaSon.	Under	federal	law,	however,	you	may	not	inspect	or	copy	the	following	records;	psychotherapy	
notes;	informaSon	compiled	in	reasonable	anScipaSon	of,	or	use	in,	a	civil,	criminal,	or	administraSve	acSon	or	proceeding,	and	

protected	health	informaSon	that	is	subject	to	law	that	prohibits	access	to	protected	health	informaSon.		



	You	have	the	right	to	request	a	restricSon	of	your	health	informaSon.	This	means	you	may	ask	us	not	to	use	or	disclose	any	part	of	your	
protected	health	informaSon	for	the	purposes	of	treatment,	payment	or	healthcare	operaSons.	You	may	also	request	that	any	part	of	

your	protected	health	informaSon	not	be	disclosed	to	family	members	or	friends	who	may	be	involved	in	you	care	or	for	noSficaSon	
purposes	described	in	this	NoSce	of	Privacy	PracSces.	Your	request	must	state	the	specific	restricSon	and	to	whom	you	want	the	

restricSon	to	apply.		

	Your	physician	is	not	required	to	agree	to	a	restricSon	you	may	request.	If	your	physician	believes	it	is	in	your	best	interest	to	permit	

use	and	disclosure	of	your	protected	health	informaSon,	your	protected	health	informaSon	will	not	be	restricted.	You	then	have	the	
right	to	use	another	Healthcare	Professional.		

You	have	the	right	to	request	to	receive	confidenSal	communicaSons	from	us	by	alternaSve	means	or	at	an	alternaSve	locaSon.	You	
have	the	right	to	obtain	a	paper	copy	of	this	NoSce	from	us,	upon	request,	even	if	you	have	agreed	to	accept	this	NoSce	alternaSvely	

(i.e.	electronically).		

You	may	have	the	right	to	have	your	physician	amend	your	protected	health	informaSon.	If	we	deny	your	request	for	amendment,	you	

have	the	right	to	file	a	statement	of	disagreement	with	us	and	we	may	prepare	a	rebuXal	to	your	statement	and	will	provide	you	with	a	
copy	of	any	such	rebuXal.		

You	have	the	right	to	receive	an	accounSng	of	certain	disclosures	we	have	made,	if	any,	of	your	protected	health	informaSon.		

	We	reserve	the	right	to	change	the	terms	of	this	NoSce	and	will	inform	you	of	any	changes.	You	then	have	the	right	to	object	or	

withdraw	as	provided	in	this	NoSce.	

Complaints		

	You	may	complain	to	us	or	to	the	Secretary	of	Health	and	Human	Services	if	you	believe	your	privacy	rights	have	been	violated	by	us.	
You	may	file	a	complaint	with	us	by	noSfying	our	privacy	officer	of	your	complaint	at	our	office	and	main	telephone	number.	We	will	not	

retaliate	against	you	for	filing	a	complaint.	

This	NoSce	was	published	and	becomes	effecSve	on/or	before	8/8/2016	11:35	AM.	

SEITER	FOOT	&	ANKLE	SPECIALISTS,	P.A.	

Phone:	(501)	336-0202						Fax:	(501)	336-0282	

Address:				1105	DEER	STREET,	SUITE	3		-	CONWAY,	AR		72032	

CLINIC	POLICY:		All	balances	are	due	within	30	days	from	the	date	of	your	statement.		Our	clinic	accepts	cash,	check,	Visa,	Master	Card,	
Discover	and	American	Express.		

PAYMENT	OPTIONS:		We	understand	that	there	may	be	Smes	when	financially	it	is	difficult	to	pay	your	balance	in	full.		Please	contact	
our	office	immediately	to	set	up	a	payment	plan	opSon	if	necessary	to	avoid	collecSons.	

CANCELLATION	POLICY:		In	order	to	be	respeckul	of	the	medical	needs	of	other	paSents,	please	be	courteous	and	call	Seiter	Foot	&	
Ankle	Specialists	P.A.,		promptly	if	you	are	unable	to	show	up	for	an	appointment.	This	Sme	will	be	reallocated	to	someone	who	is	in	

need	of	treatment.	If	it	is	necessary	to	cancel	your	scheduled	appointment,	we	require	that	you	call	at	least	24	hours	in	advance.	
Appointments	are	in	high	demand,	and	your	early	cancellaSon	will	give	another	person	the	possibility	to	have	access	to	Smely	medical	

care.		

Late	CancellaSons:				A	late	cancellaSon	is	considered	when	a	paSent	fails	to	cancel	their	scheduled	appointment	with	a	24-hour	

advance	noSce.		

No	Show	Policy:			A	"no-show"	is	someone	who	misses	an	appointment	without	cancelling	it	in	an	adequate	manner.	A	failure	to	be	

present	at	the	Sme	of	a	scheduled	appointment	will	be	recorded	in	your	medical	record	as	a	"no-show."		

	Missed	appointment	due	to	Late	CancellaSon	or	No	Show:		$25	fee	will	be	billed	to	your	account	.	

Second	missed	appointment:		$50	fee	will	be	billed	to	your	account	and	you	may	be	discharged	from	our	pracSce.	


